Acute esophageal perforations are traditionally managed surgically, although minimally invasive approaches, including esophageal clipping, stent placement, suturing, and endoluminal vacuum therapy (EndoVAC), have been reported.[@bib1], [@bib2], [@bib3] The EndoVAC approach, which relies on a modification of the wound-VAC technique, has been used to treat esophageal perforations and leaks with success.[@bib4], [@bib5], [@bib6], [@bib7], [@bib8], [@bib9] These cases, often reported in the surgical literature, have demonstrated healing of the perforation or leak while avoiding the morbidity and mortality associated with surgery.[@bib4] Although clips, stent placement, and suturing are often considered as initial options for treating esophageal perforations, their role can be limited, with large perforations not amenable to clipping or not adequately covered with stent placement (secretions, debris, and food may leak "around" the stent into the perforation); additionally, suturing is dependent on local expertise.

The EndoVAC technique was initially developed by Weidenhagen et al[@bib10] to treat anastomotic leaks after rectal surgery. The EndoVAC assembly involves modification of the traditional woundVAC equipment (KCI, San Antonio, Tex, USA). The woundVAC sponge is cut to a size that matches the perforation and is then attached to a nasogastric tube before being placed adjacent to or within the perforation. The EndoVAC sponge is replaced frequently and facilitates healing over a 2-week to 3-week period depending on the size of the perforation. In this case, we demonstrate its success in treating a patient who was critically ill from Boerhaave syndrome. EndoVAC therapy to treat esophageal perforation is best performed as part of a multidisciplinary team, with cardiothoracic surgery and gastroenterology services working together to ensure adequate response to therapy. Alternative nutrition is generally provided by a percutaneous gastric or gastrojejunal tube. Some patients who are doing well clinically while tolerating percutaneous feeding may be discharged home, with repeated visits to the endoscopy suite for EndoVAC exchanges.

The major advantages of EndoVAC therapy are avoidance of the morbidity and mortality associated with surgery. Given the endoscopic placement of this device, gastroenterologists are ideally prepared to assemble and place the EndoVAC. In this video, we describe the steps involved in assembling and placing the EndoVAC device ([Video 1](#appsec1){ref-type="sec"}, available online at [www.VideoGIE.org](http://www.videogie.org){#intref0015}).

Case Report {#sec1}
===========

A 49-year-old man with a history of alcohol abuse presented because of a concern for esophageal rupture. After heavy alcohol consumption and associated vomiting, he experienced severe retrosternal chest pain. He was found by emergency medical personnel to have severe dyspnea. Upon his arrival at the hospital, a chest radiograph showed a small left pneumothorax. In the setting of continued respiratory distress, he was intubated and admitted to the medical intensive care unit. An interval chest radiograph showed an enlarging left pneumothorax with subcutaneous emphysema, and a chest tube was placed. Given the need for a higher level of care and a concern for Boerhaave syndrome, he was life-flighted to our tertiary care medical center approximately 40 hours after the start of his symptoms. On arrival, he was hypotensive, requiring vasopressor support, which was concerning for septic shock.

CT of the chest with oral contrast material through the nasogastric tube ([Fig. 1](#fig1){ref-type="fig"}) confirmed the diagnosis of esophageal perforation. EGD identified an approximately 3-cm linear perforation in the distal esophagus ([Fig. 2](#fig2){ref-type="fig"}). Given his presentation \>24 hours since the initial event and his unstable clinical status, the decision was made to proceed with EndoVac therapy of his esophageal perforation.Figure 1CT of chest showing esophageal perforation just proximal to the gastroesophageal junction with extravasation of contrast material into the mediastinum.Figure 2EGD view showing 3-cm linear perforation at 39 to 41 cm, and a nasogastric feeding tube.

The EndoVAC procedure was repeated every 3 to 4 days ([Fig. 3](#fig3){ref-type="fig"}) for a total of 6 EndoVAC sessions over 3 weeks. During this time, the patient was given nothing by mouth and was fed through a Dobhoff tube and then PEG-J. Granulation tissue was noticed during placement of the fourth EndoVAC ([Fig. 4](#fig4){ref-type="fig"}). Follow-up EGDs ([Figs. 5](#fig5){ref-type="fig"} and [6](#fig6){ref-type="fig"}), chest CT ([Fig. 7](#fig7){ref-type="fig"}), and barium swallow ([Fig. 8](#fig8){ref-type="fig"}) confirmed complete healing of the esophageal perforation.Figure 3EGD view showing placement of the EndoVAC; nasogastric feeding tube remains in place.Figure 4EGD view showing granulation tissue, fourth EndoVAC; nasogastric feeding tube remains in place.Figure 5EGD view at 3 weeks showing healthy granulation tissue at site of previous perforation; nasogastric feeding tube has been replaced by gastrojejunal feeding tube.Figure 6EGD view showing healed esophageal perforation.Figure 7CT of chest showing no leakage of contrast material.Figure 8Barium swallow showing no leakage of contrast material.

Supplementary data {#appsec1}
==================

Video 1EndoVAC therapy of acute esophageal perforation.
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